Introduction
Since glycosuria is often found only on routine examination of the urine, the importance of this simple procedure in every case is obvious. Unless this symptom is severe or long-standing, many of these patients make no suggestive complaint when first seen.
When .a reducing substance is found in the urine, it is necessary to prove that it is glucose. Fehling's solution should not be used, since this reagent is reduced not only by sugar, but also by uric acid, glycuronic acid and creatinine; the degree of reduction is slight, usually only a change in colour to green or vellowish-green. The more delicate Benedict's test may detect such sugars as lactose, laevulose or pentose, which need more elaborate tests for their identification.
Lactosuria is suggested by the presence of sugar in the urine during pregnancy or lactation, or when breast-feeding is suddenly stopped. Lactose is identified by the yeastfermentation test (glucose being the only sugar which ferments yeast), and by the characteristic 'hedgehog' crystals of lactosazone. Laevulosuria may occur during the course of liver disease. Pentosuria is extremely rare.
The usual type of glycosuria is due to the presence of glucose in the urine. Four 
Coma
In every unconscious patient, whatever the history, the urine must be examined for sugar, acetone bodies and albumen. The finding of glycosuria and ketosis strongly suggests diabetic coma,' but some cerebral lesions may produce these signs (q.v.) . If 
Insulin
If the urine picture, during stabilization shows the need for insulin, it is best to startby giving 5-10 units of soluble insulin at 6 a.m., 12 noon and 6-p.m. (half-an-hour before each meal). After four days the urine picture is reviewed and as long as acetonuria persists, each dose of insulin is inereased by five units. When aceton has disappeared. and only sugar remains, it s best to allow a week for spontaneous improvement ,before making any further increase in insulin dosage. Week by week, the diet is increased until the patient is receiving his correct number. of calories, the insulin being concurrently increased until the urine picture is satisfactory.
Whenever possible, the total dose of insulin should finally be given as a' singie injection Atril. iA7 DIAGNOSIS AND TREATMENT OF GLYCOSURIA i89 before breakfast of Protamine Zinc insulin or Globin insulin combined with soluble insulin. Thus if a patient is balanced on soluble insulin, 25, 20 and 25 units, this can be replaced by P.Z. insulin 40 units and soluble insulin 25 units each morning, the results being checked and dosage adjusted by urine and blood sugar tests.
A diabetic is considered to be balanced when he is receiving his full complement of calories and not more than two of the six urine specimens of the day contain sugar.
Before leaving hospital, the patient should be able to give his own insulin, test his own urine and understand the nature of his complaint and it's chief risks, including hypoglycaemia.
Diabetes is an outstanding example of the need to study the patient as well as his disease.
Mlost diabetics are fairly intelligent and appreciate the fact that their future health will depend largely upon their own co-operation. It is important to inculcate the idea that, with his diet and insulin maintained in order, a diabetic can live as a normal man and is not in any way to be considered as an invalid.
Routine care and observation should be maintained at fortnightly and, later, monthly intervals. Children may need to be seen more often.
Diabetic Coma
Immediate treatment is needed for: I. Ketosis As there are no means yet available by which we can accelerate the regeneration of nerves after their division, it follows that the best results can be attained only by so repairing the site of division that conditions are optimum for the natural downgrowth of the axons from the proximal end to the periphery.'
It will be seen by anyone who has attempted nerve suture that the usual method of end-toend suture, by fine sutures through the sheath only, tends to cause a bunching up of the axons at the site of approximation and, in addition, a varying number of axons from both distal and proximal ends protrude through the line of anastomosis (Fig. i) .
The axons which protrude from the proximal end will naturally become lost in the surrounding tissues, and can never function again. Those which protrude from the distal end will cause loss of the tubes of connective tissue and Schwann cells, by which means alone the downgrowing axons from the proximal end can attain their peripheral destinations, as the entrances to the tubes now lie outside the nerve sheath.
This loss of the possible number of axons which can ever reach the periphery must appreciably affect the perfection of the final result.
In order to obviate this, the following method has been adopted, and although the opportunity for its employment has arisen in only two cases, the final results have been so near perfection that I consider the method worthy of extended trial. It may be applied to both primary and secondary nerve suture, although both the above cases were primary sutures.
The nerve ends having been identified, they are first trimmed square, preferably with very sharp-pointed scissors in a primary suture or a razor blade held in artery forceps in a secondary suture, as this causes minimal trauma. No instrument is used to hold the nerve itself, and the sheath is best held in fine conjunctival fixation forceps, or better still, iris forceps. The delicacy of touch required for the operation is equivalent to that necessary for the majority of ophthalmological operaticons.
The distal end of the sheath is then incised longitudinally for about -in. at points diametrically opposite to each other, the two halves then being very carefully dissected from the underlying nerve fibres and reflected distally as two cuffs of sheath. It will then be possible to cut back the nerve fibres X in. further distally than the end of the sheath, thus leaving an empty tube of sheath i in.
